atrium showed a dilated inferior vena cava, straightening of the right atrial border, and restriction of contrast flow into the right ventricle. Contrast passed almost directly from the right atrium to the right ventricular outflow tract (Fig. 2) . Left ventricular cineangiography revealed an akinetic left heart border which was distant from the left ventricular chamber. The left ventricular chamber was small and contracted normally (Fig. 3) .
A two-dimensional echocardiogram demonstrated an echolucent mass that was larger than the heart and posterior to the left ventricle. It extended beyond the apex of the left ventricle (Fig. 4) and appeared to compress the left and right ventricles. During real time viewing, expansion of the left ventricle and right ventricle appeared to be restricted. A CT scan was performed. A non-enhancing low density (20 Hn units) mass was demonstrated arising within a thickened pericardium lateral and inferior to the left ventricle (Fig. 5) . A layer of epicardial fat was identified between the myocardium and pericardium. The density and morphologic appearance of the lesion were suggestive of pericardial hematoma. Other diagnostic possibilities compatible with the CT appearance were less likely, but included pericardial cyst,' pseudoaneurysm of the left ventricle with closure,5 and neoplasm arising in the pericardium.
Following the above evaluation, midline sternotomy was performed. An 8 x 10 cm semiorganized hematoma of the pericardium was found. It extended from the anterolateral aspect of the left ventricle to the cardiac apex, and was adherent to the left ventricle and parietal pericardium, The pericardium was slightly thickened but did not The right ventricle does not fill (arrows) and contrast passes into the right ventricular outflow tract; the inferior vena cava is dilated. IVC = inferior vena cava; PA = main pulmonary artery; RVO = right ventricular outflow tract. appear to be constrictive. Overall heart size was normal and ventricular wall motion appeared normal. Gross examination of the surgical specimen demonstrated laminated fibrous tissue. The surface was covered with a fibrin meshwork and the cut surface was yellow. Microscopic examination revealed fibrosis with hemosiderin laden macrophages. The entire study was consistent with organized hematoma.
Review of previous case reports of nonpenetrating cardiac trauma do not cite massive intrapericardial hematoma as a possible late complication.6z7 This unusual case demonstrates that intrapericardial hematoma several years following chest trauma can present as a pericardial mass with clinical features resembling constrictive pericarditis. The evaluation of a mediastinal mass contiguous with the heart presents diagnostic difficulties. 'The etiolo-Brief Communications gy of the mass, its relation to contiguous structures, and its effect on those structures can be difficult to assess. Percutaneous needle biopsy can give a tissue diagnosis but requires a high degree of technical expertise and has the potential for significant morbidity. The diagnostic studies presented here allowed us to make several important preoperative judgments. The two-dimensional echocardiogram showed in real time the characteristics of the mass and its relation to other cardiac structures and its effect on function, revealing that the mass compressed the ventricles, resulting in the signs and symptoms of constrictive pericarditis. The cardiac CT scan added significant information to the evaluation. CT radiography has been shown to be valuable in defining graft patency in problems involving coronary artery bypass grafts,8 in evaluating congenital heart lesions, and in demonstrating areas of myocardium involved in myocardial infarction.g This case extends the clinical utility of cardiac CT scanning to the evaluation of a cardiac mass. The demonstration that the mass was intrapericardial, separated from the myocardium by subepicardial fat, suggested that it was not due to a tumor of the myocardiurn. The density of the mass on CT suggested a pericardial hematoma; although other diagnostic possibilities compatible with the CT appearance including pericardial cyst, pseudoaneurysm with closure, and neoplasm arising in the pericardium were considered, they were felt to be less likely. Cardiac catheterization and ventriculography confirmed the diagnosis of cardiac constriction and the presence of a mass but were less useful than the CT scan in establishing the exact location and size of the mass. The noninvasive information allowed the surgical team to plan an optimal approach to excising the mass. Although cardiac CT scanning in the evaluation of a cardiac mass is as yet limited, the clinical experience presented in this report suggests that CT scanning may provide unique information for this purpose.
